Dr. TAYLOR showed slides illustrating a case of acute frontal sinus suppuration. It was originally admitted to hospital as a case of cerebral tumour. Three weeks after operation on the sinus there was great improvement, and the patient was quite well in six weeks.
The PRESIDENT and Mr. A. J. M. WRIGHT showed some slides. Mr. Wright remarked that he considered there was always a certain amount of risk to the orbit in ethmoidal operations.
Dr. MATHESON MACKAY said that after a certain amount of work, both on the eye and nose, his experience had been in accordance with that of Mr. Cross-that these cases did not occur very commonly, and were more frequently reflex than suppurating cases. Pressure in the nose might be associated with eye symptoms. In a case where Lack's operation had been performed for polypi there was excessive bleeding, and after the patient had been put to bed she complained of defect in vision, and optic atrophy was discovered: eye symptoms had not been looked for previously. He thought that the nasopharynx should be included in the examination, and also the influence of adenoid vegetations upon the eye. These he had found to be associated with follicular enlargement in the conjunctiva, and their removal had cured the svmptoms. In sixteen cases of sphenoidal and posterior ethmoidal sinusitis, eleven being bilateral, general peripheral field contraction occurred in all. In addition ten cases showed marked temporal contraction, of which seven were bitemporal and one a bitemporal hemianopsia. Of three bilateral frontal suppurations, two showed marked general peripheral contraction; the other, in which the sinus was very large, some bitemporal contraction. In ten antral suppurations, eight showed general peripheral contraction; one, a patient aged 14, had normal fields, and in the other slight temporal contraction was alone present. In twelve cases of polysinusitis, where most of the sinuses were involved on one or both sides, all showed either temporal or general contraction. Nasal contraction was not observed, but altitudinal contraction, either alone or in addition to other, was present in ten cases-three in sphenoidal and seven in polysinusitis. In these cases the field for white has been least affected, then that for red, and green most of all. I now always use white and green for test objects.
Central scotoma was observed five times, all occurring in the posterior group, of which three were acute and two were chronic suppuratiohs. In three of these optic neuritis was present. An island field of vision developing into a ring scotoma occurred in a case of chronic sphenoidal sinusitis which Mr. Russ Wood and I recorded in the Lancet.'
Normal fields were found in the following conditions: Frontal and ethmoidal mucoceles, deflected septa, simple and atrophic rhinitis. In two cases of atrophic rhinitis associated with sphenoidal sinusitis temporal and general contraction occurred. In a case of atrophic rhinitis which appeared to be due to sphenoidal sinusitis, in spite of normal fields, I opened the sinus and found it healthy. This, together with the characters of the field defects, and only partial recovery with successful treatment of the chronic sinusitis, conclusively proves, in my opinion, that field anomalies are not reflex in origin. The cause is, I think, a mild local toxaemia. In chronic sinusitis, without obvious ocular symnptoms, the toxin soaks slowly through the sinus wall and directly affects the optic nerve, with the result that the nasal part of the nerve being in closest relation to the spheno-ethmoid sinus is the most affected, and temporal contraction results. In the fronto-antroethmoid group the nerve is not in direct contact with any sinus wall, and the toxin becoming diffused, the circumferential fibres being equally affected, general contraction results. Central scotoma does not result in these cases, the macula bundle, being axial in position, is protected by the circumferential fibres.
In acute suppuration the toxins are carried by the vessels, larger quantities reach the nerve, causing cedema of the nerve-sheatlh, with consequent nerve pressure, and the field becomes contracted; in, addition the more severe cases show central scotoma. In chronic suppurations with central scotoma and other acute ocular symptoms the passage of toxins is probably favoured by some anatomical variation or incomplete bony wall. For the production of bitemporal hemianopsia the optic chiasma must be involved; it is, however, uncommon, because, as pointed out by Lawrence, the optic chiasma is rarely in relation to the roof of the sphenoidal sinus. Mucoceles being sterile, are presumably free from toxins, hence the normal fields. If this view be correct, then the presence of central scotoma as observed by some authors, and of peripheral contractions by others, is explained.
To assign definite field contractions to individual sinuses is difficult owing to the frequency of polysinusitis and the varying anatomical relations. Suppuration in the posterior group gives rise to marked temporal contraction most frequently, whilst bitemporal hemianopsia, after excluding acromegaly, is diagnostic; central scotoma only occurs in this group, the result of either acute or chronic sinusitis when acute ocular symptoms supervene. General contraction, as the chief characteristic, is the rule in the anterior group, and pronounced temporal contraction the exception. When the symptoms are acute, efficient treatment of the sinus leads to rapid and complete recovery of the field anomalies. The field defects only show slight improvement, as a rule, after successful treatment of a chronic sinusitis, because the nerve has been permanently, although -slightly, damaged. As optic atrophy has only resulted in two cases of this series the toxin must be of a mild character.
The presence of field contractions in a suspected sinusitis is, I think, of some help in confirmation of the diagnosis, but it is open to some fallacies. If the colour perception be weak, the colour field will be considerably contracted even with healthy sinuses; in young people neurasthenia and bysterical manifestations are apt to develop in chronic sinusitis, which cause modifications of the fields.
The PRESIDENT expressed the indebtedness of the Section to Dr. Thomson and Mr. Cross for their kindness in opening the discussion.
Many ipteresting points had been brought out. His experience led him to the conclusion that, speaking generally, temporal contraction of the visual fields was usually due to sphenoidal sinus and posterior ethmoidal cell disease, while general contraction was more commonly associated with frontal sinus and maxillary antral suppurations. They had learnt
